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Takotsubo cardiomyopathy/ Broken heart syndrome

- Mimics Ml presentation TRP\WQD \?"\ on Q)‘QOO“)W(
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- Elevated cardiac biomarkers with ST segment elevation 3/
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\/ Earliest ECG finding & Qm
Wuter AeuTE 1w ﬂ—wﬂw "

\/ ECG finding that persists for whole life/ Old Ml
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Complications of myocardial infarction

v2Cio \l:'\' AW
Most common complication in few hours: -G, Ve tadh

MC cause of death > 24 hours —> (PO GENC '.S“N{/'
Death 3-5 days —> &&(&DN\WM{ AL DEcou oN 2
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Mnemonic

C: Cardiogenic shock

A: Arrhythmias

L: LV aneurysm —2

M: Mitral regurgitation (papillary musclé dysfunction /rupture

D: Dressler
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Additional Notes
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Neurology

Flexed
DECEREBRATE
RIGIDITY
A
Plantar flexed Flexed Pronated Extended Adducted

¥ nioia Weoo GASf0tiin

Seizures and epilepsy

- ° A, (>
MCC of acquired epilepsy in India is : NCC/ . \“\70\. Ko m\om\ﬁ*\@(ﬁm
Normal EEG finding with eyes open: % - \g— ;D\\'L

Normal EEG findings with eyes closed: 0( : 8— \1“2— W@ﬁ%
v

EEG finding of@3 Hz spike and slow wave patternland multiple seizures types is seen in LG]S
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Ethosuximide/ Valproate/ Lamotrigine ACTH if associated with TS
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Drug of choice for
Seizures in patient >5
minutes in a patient
with GTCS
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1. iv Lora@am and repeat \\l \DRP\ZE/?M '
if necessary G{' \ﬂ'\“ﬂm 0&‘ ‘W\\AO\'L&M\ \'{ES

a1ekam,
2. Start Phenytgin or Valproate or Levetiracetam

\on\,
If failure to respond to BZD 2 doses and‘lSt line AED ﬁwen diagnose as Refractory

3. Tasforol - Rabid Mequens. Wideolion , €T
T1 =time to treat and T2= risk of neuronal injury
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Focal seizures
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Starts with Aura \\\'D\AO&. \A\T“(Vﬂa
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Jacksonian march or N\'b’ithVﬂG) ‘Q\y\x% epilepsy with Todd
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Complex haIIucmatlons and automatlsms
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MRI shows hippocampal sclerosis. Diagnosis:
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GTCS Ictal cry —> TO\\NQ — C\DNOQ
\\’\C/ Usually treatment is given for 2 years and then tapering is done
\/ y g 2y pering

Lamotrigine can be used iGTCS and focal seizures
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Absence Sudden brief loss of consciousness without loss of postural control
seizures 3 —> KT\ C o Ok\ad}.’)
Vacant staring spells \\l\h\ \C
=
EEG finding of 3/sec spike and slow wave R}\ . \YGXS{“KLE/
—] et

Carbamazepine and phenytoin worsen absence seizures

qovd. Yoaron- age A Aeary

% Nolkiools, = YFehmmonemih (F1)» doeca, W Jono
-Mﬁz‘eofepilepsyin children: —> %En\fﬂq“ Qx\'ardu: ?M@ﬁ\'ﬂ“\’\&
- MC type of seizures in children: «—> %Y'\)Q) MW w% —Q/ '
- Sidte Huzvwey ¥ Ped Aezvos
clo RTERWESL

- MC type of seizures in neonates:

- Leading cause of subtle seizures: H.I.E

Felrile seizures a My
\/EZ:c drug for intermittent prophylaxis: - ORP(\, UDEQ{LM\ .D ZQ’\’

* Best drug for continuous prophylaxis‘oral valproate} Don’t use phenytoin

\B/&éjrug for management of acute episode at home: —= Qgc\(& MWM
N naos). Mdardon
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Pyogenic Meningitis '
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MCCin neonate with bulging AF and vacant stare S’\}Q.‘J QC“ObOC)“'QSL > UQVQR\'P‘
s CEROTRRME. + ambicdlug oo === INONDLSY

Leading cause of pyogenic meningitis in adults{> 3 months to < 55 years
Shelp: Prowmonie, odux| o,
Leading cause of pyogenic meningitis in adults with purpuric rash and distributive shock
N-menngitidss = Die : fRdmeR., fuibua
Perform guarded LP and then start Empirical antibiotic treatment within 60 minutes with

o CECTRIRXONE + VANGIW GN
Add coverage for :L\r kmgicf \ \ ; M ‘ SAS] &.ES ) in

alcoholics/ heart transplant

Mass Chemoprc:p/hylaxis for N.meningitidis with C\m;\b mm

W T~ r —s CeETRiRKONE |-
Recurrent meningitis in adults with meningococcus is due to C5-C9 deficiency — M‘n 6{)0()(’0(;.0

Whether neuroimaging or LP first in case of meningitis N\P\C/
Always do neuroimaging first if any one present

\/Papilledema ?\N-M

\/Immunocompromised state

Gy A+
J+ New-onset seizures .«
~ Focal neurological deficit ?Qg&oeﬂ\ = WVM‘HW
\/— Altered sensorium / low GCS

\/‘ Neoplasm / known CNS lesion
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Viral encephalitis
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Leading cause in India
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Findings of CSF

Remarks Cells Sugar Protein Opening Color
pressure
Normal 0-S g: &J\A \S- l{g \D-20 mm\'y ALY
\rdprocg®| 3wy} MldL | 50-180 wm b0
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Q. 7-year-old child has been sick for 4 weeks with persistent fever irritability, vomiting, and recent
onset of heya'che and nec/kstlffness For past one day mother says child is in altered sensorium and
not recognising the mother. Lumbar puncture reveals: opening pressure raised, protein 180 mg/dL,

¥ glucose 35 mg/dL (blood glucose 100 mg/dL), and lymphocytic predominance (120 cells/mm?). What
is the most likely diagnosis? =

— > \

23S = O%

3

a. Viral meningitisb. L_ Z.n SW\
b. Pyogenic meningitis

@uberculousmeningitis \m -_J-> E? CSF' CgNN\T '%V( \\'\F‘B

d. Cryptococcal meningitis C,QF (‘/0\:(—\) RF/
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Q. HIV positive truck driver comes with fever and headache for thé past 3 days.) He also has
photophobia and cannot drive. On examination nuchal rigidity is noted. Fundus shows papilledema.
CSF preparation and MRI head is shown. Diagnosis is? " —
oy > Ui Jadized, R
) S ST
." - P, AT ":\m‘_

Mode of entry of fungus into patient

Work u 20!'0 \&g

1. MRI :ead > Soo“\’ wboe QW’ L _*_;{_A

2. Guarded Lumbar puncture and CSF cytology // S\’f?f .*
s —— feoten: 1

3. Urine or bI?od lateral flow assa.y.for antigenic detection for cryp.tococcus - va\b e (‘\{)“OB.
Treatment= Liposomal Amphotericin B + S-— A&uur\'pgm \V
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Lumbar puncture L'g"' \\(

Preferred site

> Quin (e

B <fr L4/L5 Jliac crest
4

WWitACRE.
C = KRITC.

Contraindications to LP

1. Raised ICP
2. Local site infection ?\30962(\(“3\

3. Kyphoscoliosis

x b Becdig ditrea NV =\

- Highest point of iliac crest joined to form L3
T\\,W that cuts through | ~ spinous process

- Most common complication of LP is headache. Best drug for management of PDPH
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Neurocysticercosis (caused By ingestion of proglottids containing eggs of tenia solium)

G NAZ), <o g RieEbles K
= N

|
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. | sue t amo Ned = NCC

b L s pigmoent 00

%
Rx: Calcified lesions: Only \‘N%(OO&JX 2‘ years
—

RX: Hypointense lesions with/without scolex ‘
1. DEXA MEMALONE N
2. Albendazole

3. Valproate X 2\3%

DIFFERENCE BETWEEN NEUROCYSTICERCOSIS AND CNS TUBERCULOMAS LESIONS

NEUROCYSTICERCOSIS TUBERCULOMA
1. Lesions are <20 mm and may be single or multiple. 1. Often multiple and >20 mm because of
2. Meningitis feature is not there. conglomeration.
3. Present at grey-white matter junction. 2. Meningitis is usually associated.
4. Other involvements like eyes, muscles 3. More common in posterior fossa.
or subcutaneous tissues. 4. Spread is mostly secondary to infection
5. T2W shows hyper intensity with hypointense scolex somewhere else.
in it. No midline shift and ring enhancement is there 5. Hy pointensity seen in T2W and midline
depending upon the staging. shift may be present.
6. MR spectroscopy shows multiple amino acid peaks. 6. MR Spectroscopy shows lipid peak.
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Subarachnoid hemorrhage

Cl: MRJ | hedd
Buzz Words

-Wors of my life "\' MM QK?)\W

-Thunderclap headache (also seen in Pituitary apoplexy, CVT, Hydrocephalus acute, HTN crisis) :
. . . ’;.' . = L—= .—?'
occurs without warning and reaches peak intensity in 1 minutes

-Sudden onset Headache with SP\“ m\b&n&/ C&@N MQ\‘DG\W\B

\/ -Next best investigation after CT head

wed : LR v CF
J -Next best investigatio;r\if CT head is normal & — L'? -& ’ A/Vf\

- Leading cause of SAH: Trauma > rupture of berry aneurysm XWM,C;

* Firstinvestigation w G

o UPAy + budzin <A ® | dgion ©
e Next best investigation after NCCT head Si-a{ % OQ ;h
Ls Cepegen. anpiograbng

What to do if CT head is normal — Q\LBGM \,*?
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Treatment of choice
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e DOC of choice

| &
Nimongpme, - fiolichi Voo

e 1st step in management (5 SP\\)\ ‘ \ N&mmm

0. CeReRM. WO
NQC'(“\QB&*QD@@‘\&« 2 &M\IGOUAX (&d‘”\g

e MC location of Berry aneurysm !\CDN\

e MC location of Berry aneurysm prone to rupture —

1. Delayed cerebral ischemia — “P\SD—“M\

2. Hydrocephalus

3. Bleeding

4. Rebleeding %\R N NP\R\\)Q_’G&(&. “’(—\_ e \'Lg-#

* 5. Electrolyte imbalance
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Q. Diabetic patient falls in washroom and head slams against the wall. terval was noted. From

—_— =

the next day onwards, her son notices she is becoming irritable and Wermost part of day. He
also tells that she is having severe headache and has trouble speaking and recollecting events. NCCT
was done on daﬁand is shown below?

W) v ciod 0w Sibdurd, Temeape
’\\ STAWse
PAfeRDensiTy,  Goncad—

B T
Mamitt | boxs \,“xq,\ Cmn\'obn\a—

cal evacuation it they do not enlarge. Stupor or coma, hemiparesis, and

unilateral pupillary enlargement are signs of larger hematomas. The dQ w h’\?w»\’\ﬁ

bleeding that causes larger subdural hematomas is primarily venous in
AL )

origin, although arterial Dleeding sites are sometimes found at opera- * > ’TD
tion, and a few large hematomas have a purely arterial origin. In an W\“ﬁn\qc "\3

acutely deteriorating patient, an ‘emergency craniotomy is required.

In contrast to epidural hematomas, there is significant morbidity and \ E ““ ‘ ?ﬁt C M {d@n_e
mortality associated with acute subdural hematomas that require n QC

e ¥ \X cri Md-\c dro\e

Q. Diabetic patient falls in washroom and head slams against the wall. Over the @s she
becomes forgetful and delirious. NCCT was done.

% L dme | W\wgz
\
Wgpodenols

R - RoR%. Wda S

approach to patients with few symptoms and small chronic subdural
collections that do not cause mass effect. Treatment with surgical
evacuation through burr holes is usually successful, if a cranial drain is
used postoperatively. The fibrous membranes that grow from the dura
and encapsulate the collection may require removal with a craniotomy
to prevent recurrent fluid accumulation.
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